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LETTERS TO EDITOR 
ANCIENT INDIAN KNOWLEDGE ON MENTAL 
HEALTH AND MODERN PSYCHIATRY 
Sir, 
The editorial in the October issue of Indian 
Journal of Psychiatry, titled "Relevance of ancient 
Indian knowledge to modern psychiatry" (Trivedi, 
2000) is not only thought provoking but also 
stimulating for appropriate action. The richness 
of ancient Indian literature on mental health and 
illness since prehistoric era is well known. A brief 
overview of relevant literatures in different ages has 
been given by Varma (1982) Many literatures 
especially Bhagawat Gita is quoted often in 
modern psychiatric articles (Venkoba Rao and 
Nammalvar, 1979, Trivedi.2000) for various reasons 
including understanding Indian psyche, philosophy 
and psychotherapeutic revelance. Ancient 
literatures help us understand the cultural 
attitudes, belief systems and group philosophies, 
which has shaped and influenced Indian psyche 
for thousands of years These influences which 
has given the "Indianness" manifest in the social 
life, social support systems, coping strategies and 
many more These are relevant issues for mental 
health and illness. 
It is a common observation that these 
ancient literatures are being followed and practised 
in many forms in the society and have become 
almost a part of life. Similarly the adherence of 
most of the Indians to cultural and religious 
practices indicated in these literatures needs to 
be highlighted as research reports suggest that 
religiosity may be protective against mental illness 
especially depression (Miller et al.,1997). 
Psychotherapeutic interventions 
practised in India mostly follow western methods. 
Whereas many of the strategies and techniques 
of western psychiatry especially those of 
psychotherapy do not seem relevant to different 
cultural systems (Neki et al., 1986; Pande, 1968). 
In the process of following the western models 
excessively, the rich resources of indegenous 
knowledge, methods and techniques which may 
be more relevant, easily applicable and which may 
bring the desired change more easily and quickly 
are not used adequately during psychotherapeutic 
interactions. Similarly a lot of methods of Indian 
origin eg. Yoga and Meditation, which are widely 
practiced around the globe are not commonly used 
in psychiatric practice in India. 
It needs to be highlighted that being aware 
of different concepts, philosophies and belief 
systems prevalent in a culture, which contribute 
immensely to the mental health and illness, is of 
paramount importance. Knownledge of these 
concepts will also help in understanding the 
evolution, presentation, therapeutic response and 
course of many psychiatric illnesses. The utility 
of above concepts and their applicability in the 
psychotherapeutic interventions should be 
explored through contemporary research methods 
to make them acceptable to the scientific 
community. This knowledge is expected to help 
in developement of effective culturally relevant 
treatment strategies. It is also strongly suggested 
that the ancient Indian knowledge on mental health 
and illness should get proper representation and 
be integrated with modem psychiatric knowledge 
base. While discovering newer frontiers we should 
not remain unaware of the path. 
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MANIC STUPOR 
Sir, 
The differential diagnosis of stupor is 
extensive, and includes both medical causes (e.g. 
drug intoxication, brain tumors) and psychiatric 
causes (e.g. depression, schizophrenia). While 
mania is classically characterized by increased 
psychomotor activity, the syndrome may very 
rarely manifest as stupor. We illustrate our point 
with a case report. 
CASE REPORT 
Mr. AR, a 24-year-old carpenter, was. 
brought into treatment for first-episode psychiatric 
illness. According to reports, AR's altered-
behaviour began suddenly, 2 days earlier and 
comprised hostility towards all and sundry, 
prolonged spells of shouting and abusiveness, 
mindless violence, almost total absence of sleep, 
and refusal of food. There was no past, personal, 
or family history of significance in medical and 
psychiatric domains. There was no history of drug 
or alcohol use, head injury, sezures, or any other 
medical antecedent. 
Mental status examination was conducted 
with AR under physical restraints. AR was 
observed to be dirty, dishevelled, restless, and 
markedly hostile. He did not speak spontaneously, 
and attempts to converse with him met with 
streams of profanity. No useful clues could be 
obtained about his thoughts. 
The syndromal diagnosis made was one of 
catatonic excitement, secondary to an unspecified 
psychotic process AR was treated with parenteral 
haloperidol. Physical examination, conducted 
before and repeated after sedation, was within 
normal limits. 
AR received a total of 40 mg of intravenous 
haloperidol during the first 24 hours. The next 
morning, the nursing staff reported that he could 
not be roused. On examination, he was found lying 
unresponsive, with his eyes shut He vigorously 
resisted attempts to raise his eyelids or move his 
limbs. Physical examination, conducted with these 
restrictions, revealed no abnormality. His 
medication (haloperidol) was stopped and a 
hemogram, serum electrolytes, blood sugar, renal 
function tests, liver function tests, EEG, ECG, 
and CT scan were carriedout; all were normal. 
Late during the day, AR broke into a sudden 
fit of screaming. He jumped out of bed and violently 
overturned a trolley of drugs. He was overpowered 
while menacing another patient. He was again 
restrained. No medication was administered Later, 
and during the next day as well, he continued to 
lie in catatonic stupor. He had to be fed through a 
Ryle's tube, and needed catheterization to drain 
a distended bladder. 
AR was treated with electroconvulsive 
therapy (ECT) and rapidly responded to 6 bilateral 
treatments administered thrice weekly. Early 
during the first week of ECT, clear cut manic 
symptoms were uncovered as the stupor remitted. 
These symptoms included elated mood, pressure 
of speech, flight of ideas, and grandiose ideation. 
Interviews at this stage revealed that, during the 
phase, of catatonic stupor AR had experienced 
profound happiness and dreams of great deeds; 
these had been so intense, indeed, that he had 
been wholly immersed in his thoughts, and had 
been no desire to move. The diagnosis was revised 
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